household such thoughts are banned from consideration over the morning cup of tea. In addition, while a clinical research worker needs a concern for and empathy with people, in my view this should not lead to job satisfaction being linked to clinical responsibility. The personal commitment to achieve a good clinical result can be in conflict with that needed for research, so in a joint appointment the research component is often the less productive partner.
In my own experience, features that were helpful included early interest, inspirational pre-clinical teaching, liberating advice to make a career that differed from those of my peers and an early decision to 'have a go'. This led to a logical sequence of jobs (including choice of a clinical school) based on pursuit of an ideal. Several of the resulting decisions surprised my colleagues, but due to chance, luck and a supportive environment I survived and even flourished. However, my professional career did not include the groundbreaking discovery we all aspire to. I like to think this came 15 years into my 'retirement', though now, seven years later only a few people think I am correct. If the concept endures, it will be used for the benefit of patients. Thus, research is a process; it has a variable timescale and the outcome cannot always be predicted.
Alcohol and cholera
'Fear and humour in the art of cholera' was stimulating. It stated '"cholera brandy" was one of the many unproven cures or preventive measures against the disease'. 1 In 1832, the Inverness Board of Health had advocated 'great moderation in the use of fermented and spirituous liquors'. Recently, we investigated this matter and tested the effects of alcohol on the survival of Vibrio cholerae in gin, red wine and ethanol. 2 We found V. cholerae did not survive in 20% gin at 1 hour, 18.75% gin at 6 hours and 15% gin at 26 hours. Similar survival times were found with the equivalent concentrations of ethanol. 3 The results were much more dramatic with red wine, V. cholerae did not survive in 6.25% wine at 30 min; 2 its bactericidal effect may be attributable to polyphenols. 4 Nevertheless, in 1832 the incidence of cholera was seen to be higher in the heavy drinker than among the general population. 5 Some saw this higher incidence as Divine retribution. 5 However, the scientific explanation, unknown in 1832, is that the heavy drinker may have reduced gastric acidity 6 and the infectious dose of V. cholerae will be lower than for those with normal chlorhydria. Conversely, the moderate consumption of wine and beer stimulate the production of gastric acid and may have a protective effect against cholera. 6 Fear and humour may be helped by alcohol but it can also reduce infection with cholera.
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The head chef
Newton et al. 1 make it sound like the surgeons have control of the management of operating theatres, that their role is that of 'head chef' who has responsibility for everything that happens within the perioperative suite. As a perioperative nurse 2,3 I must point out that this is not the case. While surgeons may have some say on which patients are included on their lists, and when they turn up to operate, they never, in my experience, have, as you say, the 'ultimate responsibility for gastronomical governance'.
The 'chef' is always the registered perioperative nurse manager in charge of the unit. He/she controls the allocation of theatres, staffing of the whole multidisciplinary team (including medical staff), support services, ordering, supply and so forth. Importantly, the nurse in charge is responsible for communication between teams, within the unit and the outside world, and deals with complaints. In fact, I have never encountered a surgeon who is even remotely interested in any of the things you list as part of a surgeon's role.
